faint at the time of the haemorrhage. Hughlings Jackson had explained that these expressions probably came from the right automatic centre after being initiated in the left leading one immediately before its destruction. This kind of experience possibly threw some light on the relative functions of the two centres in a normal individual, and it could well be imagined that when a stockbrained influence impressed a tendency for automatism in a leading centre or for initiation in an automatic centre, the incoordination expressed as chorea might be easily brought about, the slender balance being upset under the influence of fright or other peripheral disturbances. In discussing this type, Dr. Macalister mentioned two cases of congenital asphasia, in both of which the patients were left-handed and presented collateral sinistral histories. Neither of them was deaf; one was somewhat defective mentally, the other (aged 6 years) was absolutely bright and quite up to the standard of intelligence for her age.
A short reference was next made to the histories of non-rheumatic choreas occurring at or about the period of puberty. The speaker said that, as in the stock-brained cases, the disorder was frequently precipitated by emotional causes. These cases were due to a chemical or metabolic disturbance as distinct from the anatomical incoordination just mentioned.
The Lymphoid Apparatus as a Culture Centre for Septic Organisms.
By P. W. LEATHART, M.B., B.C. THE lymphoid apparatus is usually regarded as a filter arrangement for micro-organisms and other foreign bodies. Let us take the spleen and tonsils as examples.
The Spleen.-On microscopic examination the cells of the splenic pulp are seen to be full of particles of brown pigment or fragments of red corpuscles. In many cases of infectious disease the splenic cells are observed, towards the end of the attack, to be full of organisms to which the disease is due. The spleen is evidently a blood filter.
The Tonsils.-May be compared in structure to a modified lymphatic gland-"modified " because they possess numerous crypts, the mouths of which open directly into the pharynx.
The crypts always contain numerous micro-organisms; those of the common air-borne diseases predominate.
In this sense we must look upon the lymphoid apparatus as a protective mechanism. I shall, however, presently bring forward strong evidence pointing to the fact that, whilst a lymphoid organ acts as a filter, it may become a culture centre for organisms which it has taken up. It may thus become a septic focus-latent at one time, active at another-which may cause repeated auto-re-infection, or as a "carrier" it may be dangerous to others. As is the case with all septic foci under favourable conditions, it may actually benefit the individual by gradually developing immunity on the same principle as vaccination. On the other hand, it may become a source of active infection and illhealth. It will easily be seen that if the facts are really as stated we shall have to review our methods of treatment of disease in many instances. Obviously a lymphoid body which no longer acts as a filter but becomes the seat of a culture of infective organisms, ought to be removed.
I will try to demonstrate my thesis by reference to clinical observation and pathology.
There are three routes by which infections are commonly introduced into the human body. They may be: (1) Air-borne; (2) food-borne; (3) bloodborne.
In air-borne infections-for instance, the " common cold "-the tonsils and adenoids frequently, and indeed generally, become swollen and inflamed. In the case of food-borne infections the lymphoid tissue of the intestine is frequently involved and in blood-borne infections an enlarged spleen is a prominent physical sign.
(1) Air-borne Infection.-Let us consider the pathology of the commonest of all air-borne infections-the common cold. Its symptoms are familiar to all of us, for all or nearly all of us experience intense discomfort from it for two or three weeks every year. The physical signs are not so well known.
They are most marked in a young child who has not yet acquired all the immunity he is capable of acquiring, and in such a child they may be said to be as follows:
(1) The pillars of the fauces and the tonsils are redder than normal and the tonsils are often considerably swollen.
(2) Small red lymphoid granules are seen on the post-pharyngeal wall.
(3) A large red patch, distinctly redder than the surrounding mucous membrane, is seen in the " adenoid area " and this patch, like the tonsil, is generally very much swollen.
(4) The cervical glands, especially those near the angle of the jaw mainly in the anterior triangle, are always definitely enlarged and sometimes tender.
In short, wherever lymphoid tissue is present in the mouth or post-nasal space, inflammation is apparent to the naked eye, and the glands draining the area are found to be enlarged. In other words, the micro-organisms causing this infectious disease have attacked the faucial and post-nasal lymphoid tissue and from the latter, toxin has been transmitted through the lymphatic vessels to the glands, causing them to become enlarged. This can be verified by cultures taken from the mucus either of the nose or post-nasal space. One or other of the common cold organisms is always grown --sometimes in pure culture, sometimes in mixed.
The commonest are: (1) Pneumococcus; (2) Bacillus catarrhalis; (3) Bacillus influenzw; (4) Bacillus Friedldnder.
If we make examinations at various periods during the acute stage, and at the same time make cultures from the mucus, we find that as the inflammation of the tonsils and adenoids subsides, the number of micro-organisms decreases. As soon as the tonsils and adenoid tissue have regained their normal size and appearance, the mucus will be found to be almost sterile so far as these organisms are concerned. The clinical course of the "common cold " varies considerably of course in different individuals, but, broadly speaking, the description just given is of what happens most frequently-the lymphoid tissue is attacked, toxins are absorbed, antibodies are formed which neutralize the toxin, the patient recovers and remains well for a longer or shorter period, according to the amount of immunity he has acquired. We must remember, however, that this immunity is seldom or never complete. It usually only lasts a short time and then another cold is caught.
In the intervals between one acute cold and another the patient is free from discomfort, and what is more important-is not a source of danger to others.
In a minority of cases, however, this comparatively satisfactory state of affairs does not occur. On the contrary in these cases although the acute stage tends to pass off, the tonsils and adenoids do not regain their normal size and appearance, the glands draining them do not decrease in size and the organisms remain, though in reduced numbers, in the mucus of the nose and post-nasal space. The disease has in fact taken on a "subacute" form. This stage mayand often does-last for an indefinite period, it may be for months or even for years, and during the whole time, since the organisms are present, the patient must be regarded as a carrier spreading infection broadcast to his healthy fellows.
In addition, during this subacute or carrier stage, the patient appears to be extremely susceptible to re-infection by the common cold organisms, for he undoubtedly reverts to the acute stage more frequently than does the normal person and he is also more liable to acquire one or other of the common complications, such as lobar or broncbo-pneumonia.
Tuberculous affections, evidenced by tuberculous glands in the neck, are apparently more easily acquired in the subacute stage, as are possibly other specific diseases, more particularly rheumatic fever and acute nephritis, for in these diseases, in addition to the physical signs of the specific infection, we frequently find those of the common cold in its subacute stage.
We find then that there may be two stages in what is generally called the " common cold": (1) An acute stage which soon passes off; (2) A subacute or carrier stage in which the physical signs remain for an indefinite period and during which complications are apt to occur and other specific infections are liable to be picked up.
The acute stage is of course much more common than the subacute, for every child suffers from it many times. In the majority of cases, however, the mechanism for toxin absorption works in harmony with antibody formation; the child recovers and remains well between the attacks and requires no treatment other than medicinal and hygienic, in spite of the fact that the tonsil tissue and adenoid tissue may remain enlarged for a time and the cervical glands may be palpable.
In the exceptional cases (which, however, are not infrequent) the acute stage is succeeded not by a period of healthiness, but by the subacute stage. The one fades imperceptibly into the other, so that it is difficult to say where one ends and the other begins. Clinically, however, the two types are distinct and can generally be distinguished without much difficulty.
In the subacute stage the tonsils and adenoids and the glands draining them remain enlarged for an indefinite period; the child is not healthy in the short intervals between his acute attacks, he is a carrier, spreading disease, liable to infection by other air-borne diseases and to the manifold complications of the common cold, and is, in fact, a danger both to himself and to the community at large.
What then is the reason for this condition of things? The answer is that a culture centre of infective organisms has been established in the lymphoid tissue and that this becomes active and thus gives rise to auto-re-infection.
Treatment.-It is hardly reasonable to expect this subacute stage to be cured by means of drugs, whether they be swallowed, inhaled, sniffed up the nose or injected hypodermically. Experience has shown that they fail signally, with the possible exception of iodine, which appears to help in some cases. Vaccines, although they have had a thorough trial, are disappointing; this should not surprise us when we remember that already too much is being absorbed.
We are, therefore, forced to look for help to surgery and we find that by means of a complete removal of the tonsils with their capsules, and of the adenoid mass, the desired result is obtained-we remove the factory and stop the absorption.
Judged by results, this operation must be regarded as one of the greatest triumnphs of surgery, for in a few weeks, often in four or five days, there is marked improvement in the patient's health, the enlargement of the cervical glands and the rhinitis disappear, the organisms die out and the complications, especially discharging ears, clear up.
The child, though he may still catch colds, does not do so more often than the normal child, nor is it possible for him to sink again into the subacute stage, for the organs which were responsible for that condition have been removed.
The results from partial removal are not nearly so good, in fact if this be done in a case well advanced in the subacute stage the child does not appear to receive any benefit at all. for the septic focus has not been removed. It is more than likely that the apparent benefit which is sometimes said to follow after a partial removal is really only to be observed in those cases which have been submitted to operation in the acute stage, and in which improvement would have taken place in any case.
The removal of tonsils ana adenoids should always be complete, and should be confined to those cases which, so far as the common cold is concerned, are well advanced into the subacute stage. Therefore it is extremely important to be able to recognize such cases. This may seem to be a simple matter, yet in practice it does not appear to be easy, for a wrong diagnosis is frequently made. The chief reasons for this are:
(1) That the tonsils and adenoids are by no means always obviously enlarged, and may be quite small.
(2) That it is in many cases difficult to get a view of the post-nasal space in children. There are, however, always other physical signs, which are easy either to see or to feel, e.g., there is nearly always a rhinitis, and there is always enlargement of the cervical glands.
In addition, the history will help materially, and there is often some complication such as deafness, recurrent earache, aural discharge or cervical abscess.
Practically it is proper to advise a complete removal in any case in which there is rhinitis accompanied by enlargement of the cervical glands, and in which the history points definitely to chronicity.
Very often, too, the presence of some complication makes it easier to decide in favour of operation in a case which otherwise would be doubtful. Enlargement of the tonsils alone is not a reliable guide. In all cases the tonsils are larger during the acute than in the subacute stage. If enlargement is present, in addition to the other physical signs, it no doubt confirms our opinion, but there does not appear to be any clinical evidence that enlargement and the amount of absorption of toxin go hand in hand, for it is a common experience to see cases well advanced in the subacute stage, with large cervical glands, chronic rhinitis, and one or more complications, but in which the tonsils and adenoids are quite small, yet after complete removal the glandular enlargement and other complications rapidly and completely disappear. In my opinion many cases in the subacute stage are not recognized, because in the diagnosis too much importance is attached to the size of the tonsils and too little to the glands in the neck and the history. The result is that many children remain untreated who would materially benefit by operation, Some of them perhaps recover in time and become healthy adults, but others contract complications such a,s rheumatism, tuberculosis, pneumonia, mastoiditis, or middleear deafness, and either die or grow up crippled in some way or another and swell the ranks of the unfit.
Thus in the common cold we have an illustration of how the lymphoid apparatus may become a cultural centre of infective micro-organisms.
That an infected lvmphoid body may eventually benefit the individual follows from the following consideration.
If we consider the faucial and post-nasal lymphoid tissue, there will probably be general agreement:-
(1) That it is relatively more abundant in children than in adults.
(2) That it may be removed in the case of adults and of children aged over 4 or 5 years with great benefit and without any known ill effects, but (3) That in the case of children younger than this, ill effects have supervened later on in life.
From this it may be deduced that the lymphoid tissue is of definite value to young children, but when they are grown up it has to a great extent served its purpose, and it is not required by adults in anything like the same degree.
What then is its value or purpose? It is suggested that the faucial and post-nasal lymphoids are culture centres for infective organisms, and that the effect of these foci of infection is to produce gradual immunity against the common ailments.
It follows from this that if adenoids are removed when children are less than 5 years old, the condition under which immunity takes place is also removed. The function of the tonsils in infants is to act as "vaccination centres" of common ailments. Young children, as is well known, are extremely prone to suffer from infections called by different names, such as "teething fever," "liver attacks," chills" and "colds," none of which are so apt to attack the adult. This is generally explained by saying that the adult is tougher or stronger, but the real reason, it is submitted, is that during his growth from childhood to manhood he has suffered from and recovered from numerous attacks of the diseases in question, and in doing so has acquired an immunity he did not possess as a child.
The average child, in fact, appears to spend a large portion of the first four or five years of his life in acquiring immunity to pathological organisms.
(3) Blood-borne Infection.-I need not enlarge much on the subject. The most important sign of infective endocarditis, and of suppurative and other fevers is an enlarged spleen. By puncturing the spleen in these conditions we often obtain the specific microbes, though a culture of the blood gives a negative result.
Possibly the most instructive condition which favours my hypothesis is malaria. It is well known that a patient who has been resident for years in a district where a fresh infection is impossible may yet suffer a relapse from this disease. The spleen remains enlarged in an old malarial subject, and it is very likely that it is the focus from which re-infection takes place. It is suggested that in suitable cases of this and other infections, such as subacute endocarditis, it may be possible by removal of the spleen to remove the focus of infection and to cure the patient. Of course this will only apply to conditions in which there are apparently no other foci of infection.
Mr. PHILIP G. CAPON showed a series of models, photographs and radiograms illustrating:
(1) Dental deformities produced by bad habits, with the results of orthodontic treatment.
(2) Dental conditions in various stages of rickets.
(3) True Hutchinsonian dentitions and dentitions simulating that condition.
(4) Various dentitions giving rise to toxic absorption.
Specimens from Three Cases of Cerebro-spinal Leptomeningitis due to jacillus Influenz,e. By ERNEST GLYNN, M.D., F.R.C.P. PROFESSOR ERNEST GLYNN showed museum specimens of the brain and spinal cord from three out of four cases of acute diffuse suppurative cerebrospinal leptomeningitis, due to a pure infection with bacilli proved to be of the influenza group. He drew attention to the fact that the disease was not infrequent. There had been four fatal cases in three years at the Royal Liverpool Children's Hospital, which possessed about 120 beds and had a death-rate of about 150 per annum. All four patients were aged 2 years or under; in three the disease was associated with broncho-pneumonia and in two with acute fibrinous pleurisy. Bacillus influenza? was also found in the bronchial secretion of the only two cases examined, but pneumococci were not found. X-rays in the Diagnosis of Miliary Tuberculosis. By HUBERT ARMSTRONG, M.D.
With Radiographs by C. THURSTAN HOLLAND, M.Ch.
Mr. Thurstan Holland much regrets that the date of this meeting coincides with that of his summer holiday, so that he cannot expound the technical side of the question. At his suggestion I have adapted a paper I had already written for publication in collaboration with him, but as he has not seen the new version he must not be considered to have given it his imprimatur.
I intend to deal with practically one aspect onlv of what is a large subject. The main point which I wish to illustrate is the utility to the clinician of X-ray examination in the detection of tuberculosis-more especially of miliary tuberculosis-in the absence of any physical signs of disease. The subsidiary points are questions which I have not solved and on which I seek enlightenment: Do miliary tubercles always show in the radiographs ? and, if they do: how soon after the onset of the disease do the shadows, as seen in the three illustrations, begin to appear ?
These illustrations are from more or less recent cases, of which the following are abbreviated records N-CH2 *
